
In going over the literature we find that in a
certain number of women there is a definite
pulmonary hyperemia before and during menstru-
ation. During this period of hyperemia the
capillaries and larger vessels of the lung are more

engorged with blood than they are under ordinary
conditions and, owing to the unusual stretching of
their walls, are more liable to rupture.

Pulmonary hemorrhage in the clinically sound
person is very rarely fatal, is usually slight and
is of little importance aside from the incident
fright. In the tubercular patient, however, it is
of great importance, for the effect on the patient
is usually more marked than the loss of blood
could account for. To the sufferer from tubercu-
losis every drop of blood is valuable as a means of
nourishing and repairing the diseased tissues, and
so its loss should be avoided with the greatest
care. Again, the mental effect of hemoptysis on
these patients is usually disastrous, for it brings
discouragement regarding their progress, and, as

we all know, optimism is essential in the con-
sumptive's long fight.

For these reasons it seems to me import-ant
that we should require women with pulmonary
tuberculosis to be more than ordinarily quiet
during the few days preceding and during the
menstrual period, particularly if they have ever
had any hemoptysis. If, in taking a history or

by observation we find that hemorrhages tend to
recur at intervals corresponding to the menstrual
periods, it is wise to keep the patient in bed
during the time above mentioned. Since trauma
is apt to rupture the overloaded capillaries and
not improbably thus scatter about dislodged
bacilli and spread the process, percussion and
forced breathing should be carefully avoided dur-
ing this period, and no physical examination
made except perhaps auscultation of the whis-
pered voice.
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Reports of Societies
FALL MEETING OF THE NEW ENGLAND

BRANCH OF THE AMERICAN UROLOGICAL
ASSOCIATION.

Boston Medical Library, Nov. 30, 1909.
President, DR. F. S. Watson, Boston.
Secretary, DR. R. F. O'Neil, Boston.

Demonstration of Patients.
A CASE OF DOUULE CONGENITAL CYSTIC KIDNEY.

Dr. B. Tennicy: The patient whom I show to-night
is fifty-three years old and a widow. She had one child
at twenty-four years and another born dead three years

later. For some years she has had nausea and usually
vomiting within a few minutes of getting out of bed.
This has come on without pain and without reference
to what she has eaten the night before. Between three:
and four years ago, while: she was being examined for
her stomach symptoms, these two tumors were found
for the first time:. I saw her first, in September, 190S,
and made a record of the size of the growths. So far
as I can determine there has been no change in their
size' since. They have never been tender and have
given no evidence of their presence beyond the nausea
and vomiting, which I take: lei be caused by the sudden
pull of these heavy weights on her splanchnic nerves
when she changes from the: horizontal to the upright
position.A cystoscopy done in 1908 showed nothing wrong
with the bladder, and clear urine without pus or blood
came through both ureter catheters. The mixed urine
from her bladder has been repeatedly examined with-
out finding either albumen, pus or blood.

Her best weight was 138 in 1900. Her weight was
1284 in 1908, and is now 1104.

In every way they resemble the condition known as
congenital cystic kidney except that-, as Dr. Keyes
suggests, the urine has been albumen free.

I show her as an interesting case and in the hope that
some of you will suggest, the right thing to elo for her.
Nephrectomy is not called for, anil it would puzzle me
to decide which kidney to remove. Whether she would
be any better off after drainage of some of the cysts
or not, I am not sure. The Wasscrman reaction was
done on her blood by Dr. Gay a year ago and a doubtful
reaction was reported. Since then she has taken mixed
treatment most of the time, but without any effect on
the tumors that I can make out.

She is growing restive under the do-nothing policy
and seeking advice from all directions. Possibly she
may feel easier after being talked over here.

discussion.

Dr. A. T. Cahot: I have had no experience with
multilocular cystic kidney, that form in which both
kidneys arc usually affected. I remember one case: of
what appeared to be a congenital cystic kidney in a
small boy. I was called to sec him on account of a
tumor rising out of the pelvis, which, owing to some
urinary discomfort, was thought to be a distended
bladder. It was found that upon change of position this
tumor rose up into the abdomen, and catheterization
showed that the bladder was empty. Believing that it
might be a cyst of the kidney, it was cut down upon
and was removed. It was a large single cyst with
almost no kidney substance in its wall. The boy made-
a good recovery and is now a grown man, strong and
healthy.

Dr. F. S. Watson: I have twice removed a polycystio
kidney, being aware that the: opposite one was, to sonic
extent at any rate, involved in the same process as
that which I removed. In both of these e:ases I was
forced to take this course, owing to either the main
stem or an important branch of the renal vein having
been occluded by thrombus formation in one instance
and probably by having been twisted and pressed upon
by the kidney, with the result in both instances that
there was a large area of the kidney which had its blood
circulation so interfered with as to have produced n

beginning gangrene of it. The patients were, in both
instances, very ill at the time of the operations, but
both made good recoveries from the operations and
were both in good condition at four and eight months
subsequent to the interventions. The prognosis was
necessarily, however, far from good.

• Dr. F. B. Lund: The extremely interesting case
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shown by Dr. Tcnney seems to me with little doubt to
be a case of congenital cystic kidney. Some years ago
1 had the privilege of seeing a number of autopsies in
these cases, and they were all double. The patients
were past middle life and had died of uremia. The
cysts were situated in the kidney tissue and had taken
the place of it.

The cysts are congenital and frequently during fetal
life develop to such an extent that the children when
born have enormous tumors which interfere with par-
turition and cause death of the fetus. If the tumors are

small, so that the children are born successfully, they
grow very gradually during life and often do not attract
attention until the third or fourth decade of life, when
they arc frequently noticed on account of the tumor
formation alone.

The first case that I saw occurred in a nurse who had
a movable kidney on the right side. The kidney ap-
peared somewhat, enlarged on palpation, and On Cut
ting down on it I found it considerably enlarged and
filled with cysts. I cut down upon the other kidney at
once and found that also cystic, although to a less
extent. The first kidney, which was the right one, was
then sutured in place after opening some of the larger
cysts so as to diminish its size somewhat. It is unwise
to remove one of these kidneys for any reason except,
sepsis unless you are absolutely sure by urétera!
catheterization that the other kidney is able to take
care of the urea excretion, and even then it is unwise
unless there is very, very little normal kidney tissue
left in the larger kidney. My patient had a little albu-
men, a little pus and a little blood in her urine, and it
is not uncommon in these cases to lind a small amount
of blood in the urine.

A second case which came under my care occurred in
a woman who had borne a child and during convales-
cence had an abscess in the kidney, which was incised
through the loin by another surgeon. The sinus in the
loin did not close; she ran a high temperature for weeks
and was gradually sinking from sepsis. I cut down
upon the kidney and found it studded with cysts of all
sizes, apparently no renal tissue, and some of the cysts
suppurating. It was evidently impossible to drain
these cysts, so I took the chances on the competency
of the other kidney and removed this one. The other
Was felt to be enlarged at that time. The patient made
a very good recovery, but afterwards on two occasions
became pregnant and her physician induced miscar-
riages, as he did not think it safe with her one damaged
kidney for her to go through pregnancy. Subsequently,
m order to stop that sort of thing, I removed her
ovaries and when last heard from she was in very good
health.

In a case similar to Dr. Tennoy's, if the symptoms
which are due to the weight and mobility of the kidneyindicate it, the only operative procedure which mightbe adopted would be, I believe, to open some of the
largor cysts and suture the kidney in place. These cystsdo not contain urine, but serum. This procedure of
Opening some of the larger cysts and suturing the kidney
"i place has been proposed by writers whose names 1
do not remember, and was dono by me independently
'o my first case.

Demonstration of Specimens,
prostatic specimen.

Dr. B. Tenney: I wish to show this large prostateyhich was removed from a man of sixty-nine last
^"gust by the suprapubic route, and weighs just 8 oz.
"lo man is quite well and entirely comfortable. The
I'oinoval left a bladder cavity of hour-glass shape ; that
'N> there was a true bladder above and a cavity below
from which this large mass had been removed, the two

separated by the internal sphincter. The upper cavity
contained 4 oz. of fluid and the lower held 3 oz. Since
leaving the hospital the real bladder has increased its
capacity to 8 oz. and the lower cavity has shrunken to
hold but 1 i eiz.

The microscopic diagnosis of the tumor is a benign
adenoma; a large number of sections were examined,
showing no malignancy.

SPECIMENS OF HVl'KliNlOPHUOMA.
.Dr. H. Binney: This specimen is of hypernephroiiia.

It interested me particularly because the patient, a
man of sixty-four years, also had ¡in enlarged prostate
and came to Boston to have his prostate removed. In
the course of the physical examination it was found that
his right kidney was considerably enlarged. Nothing
in the history pointed definitely to the cause of the
enlargement, but important points in the diagnosis were
loss of weight (20 lb. in four months before entering the
hospital) and an attack of hematuria which was not
accompanied by any acute prostatic symptoms. The
urine contained a rather large amount of pus and albu-
men. Not knowing the condition of the other kidney,
I catheterized the ureters and with the indigo-carmine
test found that, the left kidney was doing good work,
whereas the right was the source of the pus, and doing
only about one quarter as much work as the left. 1,
therefore, felt justified in operating. On exposing the
right kidney it was found much enlarged and nodular
and was removed without difficulty. The: pathological
examination showed, besides the hypernephroma, an

early stage of pyelonephritis. The prostate was not
removed, the patient making a good recovery with the
bladder on constant drainage.
TUIIERCIILOSIS OP THE KIDNEY, WITH OBLITERATION

OP THE URETER.

Dr. F. B. Lund showed a specimen of tuberculosis
of the kidney with obliteration of the ureter.

Dr. Lund: At a meeting of the Society last year f
had the pleasure of reporting two cases of tuberculosis
of the kidney, in one of which the ureter was so ob-
structed by growth that there was no evidence of renal
disease in the urine, the diagnosis being probable tumor
of kidney.

The specimen in question is from another similar
case. The patient was a young married woman thirty-
three years of age. She: had always been well, had been
married six years and had had no children. There was
an old history of an attack of abdominal pain, probable
peritonitis, occurring when she Was a young girl.
Before her marriage she had suffered more or less from
pain in the right side, and it was said that a small lump
had been felt in that side. During the summer she had
not been very well and a tumor was discovered in the
right side, which had gradually increased in size. She
had had two se:vere attacks of pain in the right side,
causing her to feel faint and making it necessary for her
to go to bed. She had had no urinary symptoms at any
time; had never had frequency of micturition or any-
thing to lead to a suspicion of the urinary apparatus.
Examination of the urine showed no pus or any other
abnormal constituent.

The young woman was of good color and complexion
and healthy appearance. Vaginal examination showed
a mass behind the uterus on the right. In the right
lumbar region was a large mass the size of a child's
head, fluctuating and lobulatod, which could be felt to
extend upward into the loin. A diagnosis was made of
probable tumor of the kidney.

An incision was made through the right rectus muscle,
which was split, the peritoneum opened and the mass
found to be a fluctuating, lobulatcd tumor of the right
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kidney. The right ureter was much thickened down to
a point about two inches from the bladder. The left
kidney was normal in shape and position, but somewhat
larger than a normal kidney. The colon was drawn
inward, the peritoneum over the right kidney longi-
tudinally incised and the tumor partially enucleated
with considerable difficulty. It was found that it- would
have to be opened in order to get it out, through the
incision, and, therefore, a short incision was made in the
front of it, when a large amount- of fluid of the consis-
tency and appearance of thick cream escaped. The
abdomen had been carefully walled off and the fluid
was washed out as fast as it ran. The size of the tumor
having been somewhat diminished, it was drawn out-
side the abdomen and separated carefully from all
attachments, the renal vessels tied with a single liga-
ture of catgut, and the ureter dissected down to a
stricture which existed two inches above the bladder.
It was here tied off and the kidney and ureter removed,
[examination of the pelvis showed that the mass felt
was a cyst- of the right ovary about- the size of a man-
darin orange. It was buried in adhesions and there were
numerous adhesions all through the pelvis. It was

thought unwise, considering the extent of the operation
already performed and the fact- that it was not- troubling
her, to remove it. The posterior peritoneum was su-
tured over the cavity left by the kidney, a cigarette
drain passed through a slab wound in the right lumbar
region, and the abdomen sutured in layers without
drainage. The patient made an uneventful recovery.

1 show here the specimen, having sewn up the cut in
the anterior surface of the kidney. It is very much
diminished in size by the escape of the large amount of
fluid and does not show the great thickness and irregu-
lar lobulation which it did when distended with the
thick, creamy material. There is no kidney substance
—

a mere fibrous shell containing the degeneratedtuberculous material. The involvement of the ureter
down to a point at which it is tied off was made evident
by the chalky, dry cheesy material found in it. Of
great interest to me in this case are the absence of
urinary symptoms and the excellent general health of
the patient. It seems to me that the tuberculosis which
has completely destroyed the right kidney must have
been entirely localized in that- kidney and ureter, and
now that these are removed, I do not see why the
prognosis is not better than in the average tuberculous
case.

Dr. F. B. Lund also showed
A PROSTATIC BPHCIMUN.

Dr. Lund: The specimen isa prostate removed on
June 2 from a patient sixty-five years of age, and is
shown on account of its large size. It, weighed 225 gm.

The symptoms had come on gradually three or four
years ago and required the passage of a catheter. After
that time he was able to do without a catheter, but
there had been gradually increasing frequency of mic-
turition until, as he said, he had to get up every five or

ten minutes at night. The catheter was occasionallypassed and the amount of residual urine was (i to 8 oz.
The urine was normal, 1,020; no albumen; sediment,
very slight, consisting of rare pus corpuscles and
bladder cells.

The man looked well nourished and his appearancerather belied his story that he had not slept well.
He was operated upon by the perinea! route. The

bulb of the urethra was exposed by an inverted " V "

incision. The urethra was opened behind the bulb and
a Young's tractor introduced. Owing to the width of
the prostate, which caught behind the pubic arch, the
tractor did very little good. The capsule of the left
lobe was exposed and incised, and piece meal this large

mass consisting of many lobules was with difficulty
dissected out. The right lobe was then exposed in the
same manner, but was taken out entire. There was no
middle lobe. The bleeding was slight. The posterior
urethra was a good deal torn. A large rubber tube was

placed in the bladder, with iodoform gauze in the
I lockets on either side. The: tube was left in twenty-fourhours and the: gauze forty-eight hours.

The: patient made an excellent recovery and called
to see me in October. He did not have to get up at
night and only once: within the last two months had he:
any incontinence. He had wet the bed once: at, night,
lie was perfectly comfortable and greatly pleasedwith the result of the operation.

Dr. A. L. Chute: 1 have three specimens that- I
should like to show.

I. SARCOMA OP KIDNEY.

This is a specimen of a round-celled sarcoma of the
kidney, of the: lymphosarconia typo, that I saw first,
with Dr. N. V. Shannon at- the Cambridge Hospital on
Oct. 11, 1909. The patient was a little girl of seven who
had suffered almost, no pain and who had been brought
to the hospital because her mother had not-iced a mass
bulging forward under the ribs on her left side. The
urine was absolutely normal so far as 1 could detect
transparent, without albumin and with no sediment
after it had been oentrifugalized. This negative con-
dition of the urine had raised a question as to whether
the mass was a kidney, a spleen or something else.
The lack of a notch, the fact that the inflated colon
partly covered the mass, and the overwhelming proba-
bility that any large: abdominal mass in a small child is
of kidney origin, led to the diagnosis of a probable
sarcoma of the: kidney. To determine the presence of a

kidney on the other side I cathctcrized her right- ureter
with a child's oystosoope, using a No. 5 ureter catheter.
The urine was secreted in good amount.

On Oct. 20 Dr. A. W. Dudley and I removed by the
abdominal route this mass. The blood supply was very
considerable and there were dense bands of adhesions,
especially under the diaphragm, though the mass
seemed to have a definite capsule. The child made a

good recovery.
The tumor weighed (145 gm., or nearly 14 lb. It

proved to be a lymphosarcoma, probably taking its
origin from some lymphoid tissue about the kidney
pelvis. This typo of tumor is not especially character-
istic of the kidney and it might be said that its develop-
ment there was purely accidental.

II. SARCOMA OK TUP, BLADDER.
This specimen is an unusual one in that it is a sar-

coma that I removed Oct. 20 from the bladder of a man
seventy-two years old, a patient of Dr. Albert August,
of Cambridge. Twenty years ago this man had some
urinary trouble, probably a stricture, that was relieved
by the passage of sounds.

In October, 1908, he had a painless hematuria. He
was cystoscoped at this time by a gentleman who
recognized a small submucous mass in the right side
of his bladder, but believing that this was a nodule
secondary to malignant disease of his prostate, he very
properly advised against operation. The patient had
bleeding attacks from time to time, but got on comfort-
ably until about a week before 1 saw him, when he had
a recurrence of his bleeding, attended with pain and a
most foul, purulent urine.

On examination, I made out an ulcerated, sloughing
mass on his right lateral bladder wall; also a more or
less pedicled mass, the attachment of which seemed to
be above on the right. I could find nothing that sug-
gested cancer of the prostate and advised operation.
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With the assistance of Dr. August 1 did a transverse
suprapubic cystotomy, cutting through both recti
muscles nearly to their outer edges.

This gave me a very good field and 1 was able to
separate the full thickness of the involved part of the
bladder wall from the pcrivesical connective tissue.
The mass with the bladder wall was then excised and
the edges brought together. The growth reached well
down toward the right urétera! orifice. The growth
proved to lie a sarcoma- of a type that was between a

round and spindle-celled sarcoma. The examination
made a year before gives us an idea of the rapidity of
growth of the tumor. The transverse suprapubic
operation 1 believe has a considerable usefulness in the
removal of growths in very foul bladders. This man is
making a good recovery.1

III. FATTY INFIl/l'RATION OF THE KIDNEY.

This kidney is one that Dr. E. II. Stevens, of Cam"
bridge, removed Nov. 17 and has kindly allowed me to
show you.

The patient-, a woman of forty-six and the mother of
sixteen children, had noticed for two years a mass in
the right side of her abdomen. In the spring of 1909
she ran a temperature for some lime, but complained
most of frequent and painful urination. About the
middle of October Dr. Stevens drained by an anterior
incision a very large collection of pus, estimated at
about a quart. This pus was both within and without
the kidney. Three weeks later I was asked to see this
woman to determine the condition of her other kidney.
I found that the left kidney was secreting a fairly
normal urine in good amount, while nothing but pus
could be gotten from the right side. I was unable to
pass a catheter more than 3 cm. up the right ureter.
Ten days later Dr. Stevens removed by the abdominal
route this large mass. Ten days after operation the
patient was sitting up in bed. The interesting point
about, this specimen is that, it shows a pyonephrolic
kidney that has undergone a secondary fatty infiltra-
tion. It has been suggested that the fat in these cases
invades the kidney from the capsule. You can see in
this specimen how complete an invasion there has been.

DEMONSTRATION OF INSTRUMENTS.
EXAMINING CYSTOSCOPE.

Dit. E. Garceau: I show a small examining cysto-
scope, the Otis Brown instrument. It is, as you see, of
very small bore, No. 13 French, and it can be intro-
duced practically without pain and without the use of
local anesthesia. It is of service for small boys and
girls and can, of course, be used for women. It causes
no more pain than the passage of an ordinary catheter.

Dr. J. D. Barney: I have here a little device which
I wish to show you. I have always found some difli-
culty in preserving and sterilizing the ureter catheter
and hunted for some means by which if could be done
cheaply and efficiently. A simple rubber tube answers
this purpose. It is as you see a piece of rubber tubing
(pure gum) about two inches longer than the catheter,
of one-eighth inch diameter. The ends are folded over
and tied with a piece of string or silk, thus making the
tube air- and water-tight. It can then be coiled up and
carried around in your bag for several weeks at a time
with no injury to the catheter that I can see. The
rubber acts as a perfect protector to the catheter against
breakage and abrasions. This can be thrown into an

ordinary sterilizer and boiled with no injury to the
catheter. After five minutes' boiling, the inside of
the tube is perfectly sterile. I proved this experiment-
ally by soaking pieces of thread in cultures of the

1 At time (if Koing to press (March 7, nineteen weeks after opera-
tion) this patient shows a recurrence in the abdominal wound.

staphyloccus pyogenes aureus, B. coli, B. typhosus and
B. tuberculosis. At the end of five inimités' boiling in
the rubber lube these culture's were invariably killed.
The controls all grew well. 1 thus have the utmost
confidence in this means of sterilizing the catheter.

Another advantage of this device is that, the catheter
can be introduced into the cystoscope without beingsoiled by contact with the patient's (highs, etc. You
see these strings are: tied in bowknots and are easilyundone. Then you push the cathéter out of the tube:
for an inch or two by alternately stretching and relax-
ing the rubber tube anil introduce it into I lie cystoscope.
Yeni thus do not touch the catheter at all, nor docs it
come in contact with the patient, solutions, etc., and
all without the aid of an assistant- to hold the catheter
for you. If you wish to withdraw it, you simply feed
it back info the tubing and it is still sterile.

1 have used it enough to satisfy myself that- this
boiling does not injure it in any way, even after long
usage, and carrying if around in the lui«' is harmless,
Also, I may add, if you do not care to boil it, you may
sterilize it, by formalin in the usual way and then tie it- up
as before.

Da. Lincoln Davis: Was the infecting material
taken from inside the rubber tube?

Du. Barney: Yes.
Dr. Davis: How would it, be from inside the

catheter?
Dr. Barney: You would clean the: catheter in the

usual manner. 1 am sure the lumen of the catheter, as
well as that of the rubber tube, would be sterile: after
five minutes' boiling.

Dr. Garceau: 1 wish to call attention to the fact
that, formalin gas in the dry state is practically in-
efficient for sterilization of catheters. Some time ago
1 experimented with the ordinary small box formalin
sterilizer with dry formalin gas. Cultures of the: staphy-
lococcus pyogenes aureus and the bacillus coli were:
placed in the sterilizer and were left overnight in the
gas. In the: morning the cultures were examined and
were found to be without exception active. Dr.
Henry J. Perry made the: examinations for me. These1
experiments tally in the results with those made byDr. H. W. Hill.2' Dr. Hill found (1) that genus were
either not at all affected or only slightly affected bydry formalin gas; (2) that the dryer the organism, the
less susceptible it is; (3) that formalin gas acts effec-
tively in a moist atmosphere. Dr. Hill recommended
an accessory apparatus for generating steam. It is,
therefore, plain that the method is not desirable for
sterilizing catheters because, if used, the atmosphere
must be moist. Under these conditions the catheters
would soon be destroyed.

Dr. H. J. Perry: 1 have a very distinct recollection
of carrying on some experiments in testing Dr. Garceau's
sterilizing apparatus by means of bacterial cultures,
and, as Dr. Garceau has stated, the apparatus he was

using proved not to be: effective in killing bacteria,
living cultures being obtained after its use. This is in
accordance with the latest experimental work upon
gaseous germicides that unless there is a high propor-tion of moisture present, they arc inefficient.

Dr. CHUTE! In the use of Formalin gas for the steri-
lization of the ureter catheter my experience has been
wholly different- from (hat of Dr. (¡arceau. 1 have: used
two methods of sterilization. In one, I forced the gas
through the lumen of the catheter andthen let it re-
turn along the outside. Latterly 1 have simply used
the closed metal box, puffing my catheters in wrapped
in a towel. I have used catheters sterilized in these
ways a great many times, Kthink several hundred, and
have never seen any signs of infection from their use.

2 Am. Jour. Pub. Hyg., 1000, xvi, 18.
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I have had this experience on two occasions. Urines
that I have drawnjfrom kidney pelves, and which
showed many organisms on microscopical examina-
tion, have been negative on culture. Dr. Perry, 1
think, will remember one case where he was perplexed
at his inability to grow organisms from a urine that
showed many bacteria on slides made of the sediment.

If urine that contains organisms, after passing
through a catheter prepared in this way, is sterilized,
1 think anything that we inject through it will also be
harmless. It may be that it is the fluid coming in con-

tact with the formalin that has been deposited upon
the walls that brings this about, but however it comes
about I think there can be no doubt that practically
ureter catheters treated in this way are sterile. 1 have
found that urine collected through catheters sterilized
by this method is not rendered antiseptic to a degree
that prevents the development, of tubercle bacilli when
inoculated in guinea pigs.

Dr. 10. L. Keyer, Jr., read a paper on

NON-TUBERCULAR RENAL INFECTIONS.'1
DISCUSSION.

Dr. A. T. Cabot: I have a very strong feeling that
in the kidney, as in the bladder, the occurrence of in-
flammation and its persistence are largely due to faulty
drainage. 1 should agree with Dr. Keyes that a patientwith bacteriuria will, in the majority of cases, tail to
get well under our present methods of treatment. The
strongest reason for this is that we are working at a

disadvantage. The kidney does not freely empty itself
owing to insufficient drainage. The course of things is
something like this: A pyelitis develops, the kidney
becomes congested and heavy. • In this way it presses
upon the ureter and obstructs the flow of urine. We
then get attacks of pyelonephritis, the inflammation
becoming more severe owing to this obstruction. When
by rest the kidney becomes lighter, we go back to a
case of pyelitis, which may again relapse. When the
obstruction leads to a real occlusion of the ureter, we

pass along to a condition of pyonephrosis.
Dr. Keyes spoke of the fact that in those cases we see

fluctuations in the amount of pus escaping, that when
pus is escaping freely the patient feels well, and when
the pus ceases to escape the patient is likely to have a
febrile attack. This means that when the drainage is
good the condition of the kidney is better than when
the ureter is stopped up and free drainage ceases. One
important step in treatment, then, should be to favor
drainage in all possible ways. 1 have seen several cases
where patients were suffering with acute pyelonephritis,
with high temperature, in which posture has had a

great effect, in my opinion, in bringing about a cessation
of the acute process. These patients are apt to sit up
partially in bed, bent forward at about the waist line,
and 1 believe that that is the worst position possible for
this condition. I think it favors downward pressure
of the kidney and kinking of the ureter, and the at-
tacks are prolonged because the patient occupies this
position so much of the time. If these patients are
laid horizontally and the hips somewhat raised so that
the kidney tends to sag back into its proper place, the
attack will usually quickly subside. I was led to adopt
this plan by seeing it act so well in movable kidneys
with hematuria. The congestion of the kidney was very
evidently greatly relieved by changing the posture.

As to how much benefit can be obtained from the
passage of the catheter and lavage of the kidney I am
unable to say, as I have not carried that out. I am

ready to be convinced that it is of service, but doubt
»Seep. 307.

whether the treatment will often be curative unless
the fault in drainage is permanently relieved. I agree
with Dr. Keyes very strongly as to the value of the
examination of these patients with the x-ray and ureter
cathctcrization. Treatment may be very greatlymodified if you find one kidney is affected.

I feel that wo have much to learn in regard to the
vaccine treatment as an adjunct to other measures in
the caro of these cases. 1 do not believe that the vac-
cine treatment will cure a bacteriuria dependent on
insufficient drainage of the kidney, but think that if
the drainage of the kidney is facilitated (as by fixing a
movable kidney), afterwards the vaccine treatment may
in favorable cases bring about a disappearance of the
bacteria. The only case that 1 remember in which a
distinct bacteriuria disappeared under vaccine treat-
ment, was one in which the disabled kidney, a case of
pyonephrosis, was removed and the colon bacilli,
which persisted for a long time after this operation,
finally disappeared. The reason, 1 think, for surmising
that the vaccine treatment had a good deal to do with
this was that the fever at once: disappeared when the
vaccines were: used.

Dr. Paul Thorndike: I should like: to thank Dr.
Keyes for a glimpse at a most orderly mind. He has
taken hold of a complex series of subjects and formu-
lated them. His denial of the infarct pleased me, his
placing of the bacterium as a secondary cause and not as
a primary one, his method of eslimatiing renal function,
and his summary of infections and his skillful way of
co-ordinating them and arranging them

—

all have boon
very interesting and instructive.

1 should like to say something about the operative
treatment. In the first place, it seems to me that in
pus kidneys, in the: really surgical kidneys, secondary
operations are difficult and unfortunate. We all of
us realize and try to live up to the surgical maxim that
any kidney is better than none, and we aro loath to
remove kidney substance as long as it secretes. At the
same time, these old renal sinuses which will not close,
which keep on discharging from shells of kidneys,
which keep on infecting the bladder urine, are misfor-
tunes. The more I operate on kidneys, the less prone
I am to do a nephrotomy and the more prone I am to
do a primary nephrectomy in cases where it is known
the other kidney is doing plenty of work. The second-
ary removal of a kidney through the loin after a drainage
operation is certainly a difficult procedure. I have seen
the peritoneum torn a groat many times; I have seen
bowel injury. I have found secondary nephrectomy
so difficult that I have said to myself the next time it
should be a primary nephrectomy if the conditions
allowed. The secondary nephrectomy should be done
through the anterior incision rather than through the
loin because the breaking up of adhesions and the re-
moval of the kidney tissue through the latter incision
is so difficult.

As to acute multiple infections of the kidney, I should
like to ask if there is any way of drawing a line between
nephrectomy and a lesser procedure where the latter
is possible. In the few cases under my care all have
been of the milder type. Operation in each of the cases
has revealed small multiple abscesses directly under
the capsule. In none of the cases has nephrectomy
been done, and in all cases results were good.

I have never seen one of the cases which Dr. Brewer
describes, the acute fulminating class, the case that
may go so fast as to render operation impossible or

beyond avail. It certainly seems that there must bo
many of these cases which demand a lesser procedure
than nephrectomy, just as there are some cases that
need no operative procedure at all. It would be inter-
esting to know where that line may be drawn. I should
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like, if we could, to get at some method of deciding
between nephrectomy and other less severe procedures.

Dr. F. B. Lund: Attention has been called recently
by Dr. Farrar Cobb, of Boston, and Dr. Brewer, of
New York, to acute hematogenous infections of the kid-
ney in persons apparently well. I have not time to
enter into a thorough discussion of the subject, but
suffice it to say that the condition is one of acute septic
infection of the kidney in which the infection takes
place through the blood. All ascending infections
through the urinary tract are excluded. It is said that
the presence of small stones in the kidney, mobility
of the kidney, twists in the ureter or trauma, favor the
occurrence of such infections.

This condition is of considerable surgical interest
from the fact that it takes place in patients apparently
healthy and is characterized by acute symptoms of
such a nature that appendicitis, cholecystitis, duodenal
perforation or other acute abdominal conditions may lie
suspected and the abdomen opened. The infection
fakes place in the form of multiple septic emboli di-
rectly under the capsule of the kidney. Little linear
abscesses soon form, extending along the blood vessels
as yellow lines running into the cortex. I have two
paintings which were made in such cases this summer

by Miss Blair and Miss Piotti at the Medical School.
Miss Piotti's painting is beautifully colored, but it
differentiates the septic infarct more definitely from
the surface of the kidney than is actually the case. The
other painting shows very well the little red and yellow
lines running from the cortex of the kidney into the
substance thereof. The source of the infection was not,
determined in this case, as there were no culture tubes
at hand at the time, and the culture taken at the Medi-
cal School became contaminated with outside bacteria.
The commonest infecting organism, according to Dr.
Cobb, is the colon bacillus, although all other bacteria
which cause suppuration, even down to the gonococcus,
have been reported as causing infarcts of the kidney.

If these cases are not operated upon, the various
little linear abscesses coalesce to form larger abscesses,
with the resulting formation of multiple abscesses in the
cortex of the kidney which may burst- through the cap-
sule into the perirenal fat and probably are not infre-
quently the cause of perinephric abscesses. They may
break into the pelvis or ureter and the disease may cure
itself in that way. At secondary operations and autop-
sies the scars of healed infarcts have been found. The
disease has been recurrent in cases not operated upon.

It is probably not infrequent, in view of the closeness
with which the acute cases simulate acute appendicitis
or other infra-abdominal lesions, that- this condition is
operated upon for appendicitis, and the appendix being
found normal, the real cause of the disease is not sus-

pected. The simulation of appendicitis is especially
close in children, in whom 1 at least, have found a very
large number of eases in which the appendix is high
because the cecum has not fully descended from the
hypochondriac region to its normal position in the
groin, so that the acutely inflamed appendix is found
in the lumbar region.

The case whose kidney is shown in this picture is one
of this type. A girl of eighteen years, seen in consulta-
tion with Drs. Joslin and Stevens on the night- of April
22. She had been ill a week with pain in the right
lumbar region, the attack being ushered in with vomit-
ing. Her temperature ran from 101° to 102°. On the
evening of the day that I saw her, it was 101.8°; pulse
about 90. She was sallow, but otherwise well nourished
and healthy looking. There was acute tenderness in
the right lumbar region without marked spasm. The
abdomen was perfectly soft. Examination of the urine
by Dr. Joslin showed much pus, no blood, no casts,

slight trace of albumin. The presence of pus in the
urine gave us a clue to the diagnosis, which lay between
appendicitis and renal suppuration. White count,
12,900.

On April 23 an oblique incision was made in the left
lumbar region with the patient on her back. The exter-
nal oblique muscle was split and the internal and trans-
versalis divided, the peritoneum ex]iose>el and pushedback. The kidney was exposed and found to contain
several small swellings on the lower polo. The: appendix
was drawn out through the opening and found to be
normal. The gall bladder, left kidney and pancreas
were also found to be: normal. The right kidney was
then drawn out through the opening. The ureter
appeared to bo normal. Five swellings were found on
the lower pole: of the kidney. The whole kidney ap-
peared congested. Incision of the swellings allowed
the escape of a little pus. Each swelling was appar-
ently a congeries of small abscesses. The kidney was

removed, the vessels and ureter being ligated sepa-
rately with catgut. The patient made an excellent
recovery. The: urine: was clear from the start except for
the presence of a little: blood on the first day.

In this case the question of treatment lay between
excision of the kidney and incision and drainage: of
the multiple abse:csscs upon its surface. The: authors,
Cobb anel Brewer, above quoted, favor excision as the
operation of choice, and it seems to me that this is the
wiser procedure if there is evidence that the other
kidney is normal.

In cases which arc not- acute, it is wise, as Dr. Cobb
in his article advises, to wait for cystoscopy and eathe:-
ferizalion of the uret-ors. In this caso it did not seem
best to wait for this procedure, and with the lumbar
incision it- is perfectly possible to asoertain the condition
of the other kidney without, a- second wound, providing
one uses the lateral incision with the patient on the
back.

As against nephrectomy, we have the alternative
operation of incision and drainage of numerous small
abscesses by wicks. I have: always felt that it, might
be difficult to provide officient drainage for all these
abscesses, although in the case of a very sick patient
it may be the best course. I did drain a largo number
of abscesses in one case and the patient made a perfect
recovery. 1 have always ft:lt, however, that it was
difficult to place: the drainage: at multiple points so as
to take: care of all the infected areas and be: sure that
they will not enlarge and extend inward into the kidney
cortex or into flic porinephrio fat. The removal of the
kidney certainly gets rid-of the: infection at once. After
removal of the: drain, in forty-eight hours, the wound
heals by first intention, and 1 feel much more comfort-
able about the condition of the patient than I do about
one with multiple strands of drainage, which I believe,
but am not sure:, extend into the infected areas in a

kidney.
The second picture shows a, case in which the: question

of diagnosis lay between infection of the right kidney
and the: gall bladder. The patient, forty years of age,
was seen on Juno 2 at a, distance from the: city. Ten
months ago she had had a severe attack of gallstone
colic: and was deeply jaundiced for two weeks, the
stools being while and the urine high colored. The
jaundice gradually cleared Up but required several
weeks in doing so. Shi' lost during this attack from
30 to 40 lb. She Buffered from eructations of gas, dis-
tress and constipation all through the fall and winter,
when she began to improve in flesh, color and appetite,and was then very well until May 24, when she had an
attack of pain in the right side over the kidney, with
frequent micturition. The urine was abundant in
quantity, but- full of pus. Temperature:, 101 to 105°,
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but dropped almost to normal until the day before 1
saw her, when she did not feel as well, suffering from
pain, tenderness and chills, without pus in the urine.
Examination showed a fairly well-nourished woman,
looking very sick, with a fender mass in the right side
which felt like an enlarged right- kidney. The report on
the urine made at- the time of the previous attack by
Dr. Kingsford, of Hanover, N. II., showed no casts,
slight trace of albumin and a good deal of pus. The
evidence pointing apparently to an acute infection of
flu; kidney, a right lumbar incision was made. The
kidney was found enlarged and somewhat descended.
With some difficulty it, was drawn outside the wound'
and found to have multiple small abscesses of the cor-

tex, as shown in the picture. The kidney was re-

moved, (he wound drained and she made an excellent
recovery.

As there had been no history of urinary infecí ion
from any source, it would seem that the infection in
this case must have been through the blood system.
No culture was taken in this case either, to my regret,
but it seems probable that the blood infection may have
resulted from an old chronic infection of the gall
bladder. Two months after the operation she was

reported to be well. I have not heard whether she has
had any return of the gall-bladder symptoms since that
time.

Dr. Keyes' remarks as lo the comparative frequency
of heinalogcnous infection of the kidney have inter-
ested me greatly as I did not, suppose; that- the compara-
tive proportion of infect ions of the kidney from this
source was so great as he stated.

Du. Hugh Cabot: I desire particularly to thank Dr.
Keyes l'or a paper of remarkable clearness on a very
difficult subject.

hi regard to the origin of these infections, whether
ascending or descending, I am glad if 1 understood Dr.
Keyes that more of them are from the general circu-
lation and fewer of (-ham are ascending than we have
been taught-. In the absence of obstruction it is hard
to see how ascending infection can take place; yet the
catheter, particularly the female, has been judged
guilty of causing pyelitis.

In a recent, textbook, great stress is laid on infections
of the healthy bladder after operation. I cannot- be-
lieve that they arc infections of a normal bladder with
a catheter. It does not seem to me based on sound
physiology or pathology.

As to the treatment of these, acute septic kidneys,
whether infarcts or otherwise ( 1 doubt whether they are

infarcts), Dr. Thorndike raised the question where we
should draw the line, between nephrectomy, a lesser
operation and no operation. The first of these cases I
ever saw was a case with acule symptoms of the ful-
minating type in which the removal settled itself; the
kidney was rotten and came to pieces in your hands.
A border-line case which 1 saw a woman of thirty-five
with a doubtfully movable kidney —the attack began
with dull pain in the right side, lever, not over 100; on
the fourth day sudden rise of the temperature to 102,
with a doubtful chill. On the day on which 1 saw her, the
seventh, the tempérât lire was 102 to 104°, pulse weak
and rapid, and for the first time that it, was known, PUS
in the urine. 1 saw her in the evening at- the hospital
and thought of stone. She was x-rayed, but doubtful
shadows seen and a large right- kidney felt. On account
of her condition it did not seem wise to do the functional
tests. The kidney was cut down upon, found three
times normal size, deep plum color, and delivered with
some difficulty. The peritoneum was opened, the other
kidney felt and found very small. The kidney bled
furiously when it was incised. If had a peculiar yellow-
ish color on section. No stone found. The kidney was

drained, with immediate drop in temperature. In
that case it would have been unwise to do nephrectomy ;
ncphrofomy was better than decapsulation.

Another was a case- which J saw after an operation on a

kidney with multiple foci of infection in which nephrot-
omy was done and a persistent sinus has followed for
two years apparently a case in which it would have
been wise to do nephrectomy and in which a nephrec-
tomy must ultimately be done. The medical methods
of treatment have been tried and all failed.

Dr. Garceau: Simple pyelitis ought, to get well
within a reasonable time provided the drainage: is good.
We: have hero all the conditions for favorable: outcome:
dependent drainage and constant bathing of the parts
with fluid, which removes the pus and germs. In the
case of pyelitis of long standing, 1 always suspect, some

obstruction to the flow of urine through the ureter.
This may be a st riet lire or a kink, or it may be: that some

organ is pressing against the tube. I have also thought
that- in the forms in which the above could be eliminated,
swelling of the urétera! mucous membrane in conse-
quence of inflammatory reaction might prevent the
free escape of the: secretions. Inefficient drainage is
well exemplified in the pyelitis of pregnancy. This is
by no means an uncommon disease, but it- is only within
the past ten years that it has received the attention
it has deserved. One of the best papers recently pub-
lished on this affection was that by Dr. Cragin, of New
York, which appeared in the Transactions of the
American Gynecological Society for 1901. In the dis-
cussion whieii followed the reading of the paper, it was

generally agreed that pressure: of the child's head upon
the ureter as it- crosses the pelvic: brim might cause
obstruction, with consequent disturbance of circulation
in the kidney; infection under these circumstances was

easy, but- it- was also brought out that in many of these
cases of pyelitis of pregnancy there is also a nophrop-
t-osis, a condition which may also lead to serious dis-
turbance: in the renal circulation. I have had three:
cases of pyelitis of pregnancy, in two of which there was
marked nephroptosis. We also find that recurrent
pyelitis is by no means uncommon in simple nephrop-tosis. I have seen a number of these cases. Of course
the treatment here is nephrorrhaphy. But, we must be
careful to choose a time when the inflammation has
subsided before doing the: operation, for if has been
found that, suppuration of the lumbar wound is apt to
occur if the operation is done while (he kidney is
inflamed.

Another point I wish to speak about, is lavage of the
renal pelvis in pyelitis and pyelonephritis. A year ago
I published a paper on this subject.4 Besides reporting
'A personal cases, I collected the cases found in literature
le> the number of 36. In these 39 cases there wore: 12
cures, 12 casos in which relief followed, 5 in which the
result was not stated, and I death. There were, How-
ever, 5 of the:se cured cases in which it seemed to me
I hat (lie patient might have gotten well if the ordinary
treatment had been followed. The gonorrhea! cases
did the best. Casper:' recently reported 9 cases of
gonorrhea] pyelitis which did well under pi'lvic lavage
with nitrate of silver solution in the strength of 1 to
1,000.

Dr. A. L. Chute: 1 wish to thank Dr. Keyes for the
pleasure that his paper has given me.

I have been especially interested and glad to sec

the conservative position that has been taken this
evening as regards the treatment of the acute infections
of, the kidney. I have seen but, one such case in which
a nephrectomy seemed necessary. This was a case of
a very acute infecí ion of a kidney that had been the

«Jour. Am. Mod. Asso., 1009, lit 282.
'' QenitO-Ûlinary Diseases, 11109, 505.
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seat of a long-standing pyelonephritis. Its surface
showed a number of little subeapsular abscesses.
Nephrectomy was followed by recovery. On the other
hand, 1 have seen a number of patients who have
shown a very marked general disturbance accompanied
by a big, tender, painful kidney. Most of (hese patients
have quieted down under medical treatment alone; in
a few instances 1 have done a nephrostomy. All these
patients have recovered. I am becoming very skeptical
of the necessity of the radical operation and feel
that many cases are being treated by nephrectomy
that would probably recover under less radical meas-
ures.

1 want to agree with Dr. Arthur (Jabot in what he
says of the importance of the obstructive element in
suppuration of the upper urinary tract. The dealing
with the predisposing cause, the obstructive element is
often the most essential point in the treatment of these
cases. The natural course of most of the non-tuber-
culous suppurations, with the exception of the calculons
cases, is to get well unless there is something that inter-
feres with drainage.

As regards the pyelitis cases, some of I hem do re-

markably well after the simple passage of a uretcral
catheter. Though I usually irrigate the pelvis after
passing a catheter, I do not feel convinced that the
washing itself is the essential point. I believe the pas-
sage of flic ureter catheter dilates and smooths out the
ureter and thus brings about better drainage. A case
in point is that of a man thirty-four years old whom I
saw recently with Dr. C. M.'Whitney. The patient
had a history of a turbid urine and recurrent attacks of
renal pain extending over a period of four years. We
cat-helerized his ureters, getting turbid urine from both
sides, and at the same time washed out his renal pelves
with boracic, solution. This was done but once. I saw
the patient about three weeks later, at which time his
urine was perfectly transparent and without sediment.
I do not believe that the single irrigation with mild
boracic, solution brought about this change, but- think
that, the better drainage was the more important
factor.

Du. A. T. CABOT! In regard to the immediate re-
moval of very large kidneys, my feeling differs from
that- expressed by Dr. Thorndikc. I have done the
operation both ways

—

by preliminary nephrotoniy fol-
lowed by nephrectomy, and by an immediate complete
nephrectomy. 1 have found that in the immediate
nephrectomy the size of these kidneys makes it difficult
to enucleate them. When you get in towards the spine
it- is blind work, and in two cases I have injured the
vena cava. In one ease 1 sewed up the rent in I he vena.
Pressure of the tumor in this case had so obstructed
the vein that a collateral circulation had been estab-
lished and there was very little pressure in the vein
itself. The operation of sewing up the rent was not
difficult and the patient made a good recovery. In the
other case a small vein tore out of the side of the cava
and if was impossible to get stitches into it. The loss
of blood was great and I left clamps on the vena cava
two thirds of the way across. The patient finally recov-
ered. These were two unfortunate accidents which
would not have happened if 1 had done a nephrotoniy
first. A nephrectomy following nephrotoniy is not
difficult if you do it soon enough, that- is, if you do not
wait until firm adhesions have formed. Dr. Brewer's
opinion that a case of fulminating inflammation of the
kidney should be at once operated upon by nephrec-
tomy has been referred to. Before that- paper was pub-
lished, I had a case of the sort where a man had had
repeated chills and was much reduced with fever, which
was of five or six days' duration. Upon opening down to
the kidney, I found a number of abscesses with shreddy

walls and containing bloody pus. I opened them up,
drained them and had a perfectly good result. I saw
the man years afterwards and he had remained well.
I, therefore, agree with some of the speakers that a

nephrectomy should probably not be done in all cases.
In some cases of unusual severity it- is undoubtedly the
only proper method, but I think that some cases can

be safely treated by incision and drainage.
Dr. F. S. WATSON: As a matter of statistics, 1 think

secondary neplirecfomies in cases of pus kidneys are

accompanied by a smaller mortality I han when the
operation is done at the outset. 1 think this will prob-
ably be found lo be true if done, as Dr. Arthur Cabot
has specified, within a reasonably short lime after the
first operation lias been performed and before adhesions
have become very firm.

Another point of which 1 have heard no mention
to-night and about- which 1 should like lo hear Dr.
Keyes speak is that of the involvement of the second
kidney in the infection.

Dit. E. L Keyes, Jr. (closing discussion): The in-
fluence of a gravely infected kidney in causing the infec-
tion of its fellow is most- obscure. Undoubtedly the
normal organ is severely t-axed by the double necessity
of faking up the excretory work that should be per-
formed by its diseased fellow, and at the same time
throwing off the toxic products evolved in this. A
physician recently consulted nie on Ihis same point.
He had an ancient pyonephrosis from which calculi
were removed many years ago, and his opposite kidney
had recently become mildly infected. In this case I
felt, that- his prospects of health and comfort would be
greatly increased by the removal of (lie pyoiiephrotic
organ. 1 so advised him, and the operation was suc-
cessfully performed by another surgeon.

The question when to perform nephrectomy for focal
suppurative nephritis is a difficult one to decide. The
specimen I have shown you represents the only kidney
1 have removed for this purpose. This was a puerperal
case in which the patient, had seven chills within twelve
hours. The kidney was, as you see, riddled with minute
foci of suppuration and had to be removed. Indeed;
I think that- repeated chills or high septic fever arc
what call for exploration of the kidney, and if this
exploration reveals septic foci beyond relief by decap-
sulation or nephrotoniy, nephrectomy must be per-
formed.

Prolonged grave sepsis, while it may not- absolutely
require operation and doubtless rarely indicates renal in-
flammation sufficiently inténselo call for nephrectomy,
does, 1 believe, in certain instances justify exploration
of I he kidney in the hope of cutting short- the attack
and preventing the distribution of infection t-o the other
organs by decapsulation or nephrotoniy.

The difficulty of determining what- to do for cases of
recurring attacks of acute bacterial nephritis has been
mentioned. Such recurrences of acute infection in the
course of a chronic pyelonephritis are doubtless almost
always due to some form of pyelitic or urétera! obstruc-
tion, and if they do not, yield to the ordinary palliative
treatment an effort should be made to diagnose the
precise site and nature of the obstruction and to relieve
it by uret-eral catheterism or by operation. I reported
a case of this nature before the Chicago meeting of this
association t-wo years ago, in which the patient's renal
lesion was an ascending one, due to very grave urethral
stricture. The patient- was first operated upon for his
stricture, and then it was found that so long as he lay
in bed his right kidney remained quiesoent, but as soon

as he rose and walked about, his temperature ran up to
103°. I accordingly cut- down upon this kidney, freed
some adhesions about the renal pelvis and since that
time the patient has remained well.
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